FACE INVESTIGATION

SUBJECT: Construction foreman dies after falling 3 feet from aladder to a concretefloor.
SUMMARY:

A 70 year old white mae had worked as congtruction foreman building a church for 6 months when he
fell 3 feet from aladder. The worker was descending the ladder when he may have lost his balance and
fdl to the concretefloor. Conditionsweredry. Therewas adequate artificia lighting. He wastransported
immediately to a regiond hospita where he died 16 hours following the fal. The Wisconsn FACE
investigator concluded thet, in order to prevent Smilar occurrences, employers should:

! Survey the workste to identify hazards. All employees should then be informed of the possible
hazards.

! Consder and address worker safety in the planning phases of projects.
INTRODUCTION:

OnOctober 17,1991, a 70 year old construction foreman died approximately 16 hoursafter afal at work
fromaladder. The Wisconsin FACE director was notified of the death on November 11, 1991 by the
Department of Industry labor and Human Relations Workers Compensation Division.

Information available onthis caseislimited to an interview with the pastor of the church wherethe incident
occurred, a gte vigt, adeeth certificate, and a workers compensation clam. The FACE investigator
visted the Site on March 24, 1992. Photographs were taken at the Site.

This worker was an experienced congtruction worker and was safety officer on the ste full time. There
were no safety rulesin writing that addressed this Situation. The victim wore safety shoes, it gppears that
no other safety equipment was required or used. No one witnessed the fal athough co-workers were
close by. The crew consisted of 6 carpenters that had worked at this site for 6 months and that travel
around the country helping build churches. Conditions were dry in the building and there was atificid

lighting.

INVESTIGATION:

The victimworked for ardigious organization that assi sted communitiesin building churches. At 9:30 AM,
the victim was cdlimbing a ladder within the church sructure to examine an area directly above the fdse
ceiling. Co-workers surmise that his feet would have been about 3 feet up the ladder. No one saw the
incident, co-workers heard him fdl and found him on the concrete floor. They immediatdy cdled the
rescue vehicle whichtransported himto ahospita. They surmisethat the victim must havelost hisbaance.

CAUSE OF DEATH: Cerebrd contusion, bilateral subdural hematomas, head injury.



RECOMMENDATIONSDISCUSSI ON:

Recommendation #1. Employers should conduct ajob site survey to identify potentia hazards, implement
appropriate control measures, and provide subsequent training to employeesthat specificaly addressesdl
identified Ste hazards.

Recommendation #2. Employers should address worker safety in the planning phase of dl projects.

Discusson: Worker safety issues should be discussed and incorporated into al projects during the planning
stages and throughout the entire project. The planning for and incorporation of safety measures, prior to
any work being performed at job stes, will help to identify potentia worker hazards so that preventive
measures can be implemented at the Site. Given that the foremanwasthe victim it isdifficult to determine
the extent to which safety was incorporated into thiswork processin genera. Theladder identified asthe
one used in the incident was appropriate for the task and in good repair.



